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Limited national data document the prevalence of incarceration
among transgender women, experiences of victimization while
incarcerated, and associations of transgender status with health.
Data were from the National Transgender Discrimination Survey
(NTDS), a large convenience sample of transgender adults in
the U.S., collected between September 2008 and March 2009.
Respondents who indicated a transfeminine gender identity
were included in the current study (n = 3,878). Multivariable
logistic regression was used to model ever being incarcerated
and experiencing victimization while incarcerated as a func-
tion of race/ethnicity and health-related indicators. Overall,
19.3% reported having ever been incarcerated. Black and Native
American/Alaskan Native transgender women were more likely
to report a history of incarceration than White (non-Hispanic)
respondents, and those with a history of incarceration were
more likely to report negative health-related indicators, includ-
ing self-reporting as HIV-positive. Among previously incarcerated
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Transgender Women with a History of Incarceration 751
respondents, 47.0% reported victimization while incarcerated.
Black, Latina, and mixed race transgender women were more
likely to report experiences of victimization while incarcerated.
Transgender women reported disproportionately high rates of
incarceration and victimization while incarcerated, as well as
associated negative health-related indicators. Interventions and
policy changes are needed to support transgender women while
incarcerated and upon release.
KEYWORDS transgender, incarceration, health disparities
INTRODUCTION
Transgender women—individuals assigned a male sex at birth who iden-
tify their current gender identity and/or expression as female, transgender
female, male-to-female (MTF), or another gender identity on the transfemi-
nine spectrum—represent an understudied population in national U.S. health
research. Evidence is growing that a high burden of adverse health-related
outcomes face many transgender women, including high prevalence of
unemployment and poverty, violence and victimization, institutional discrim-
ination in a diverse array of settings, cigarette smoking, mental health distress
and substance use, HIV, sex work, and barriers to accessing gender affirma-
tion technologies (Bradford et al., 2013; Brennan et al., 2012; Clements-Nolle
et al., 2001; Conron et al., 2012; Garofalo et al., 2006; Herbst et al., 2008;
Kenagy, 2005; Lombardi et al., 2002; Nuttbrock et al., 2010; Operario et al.,
2011). However, few studies of transgender health have offered the opportu-
nity to examine health disparities within transfeminine communities, due to
small sample sizes and often limited research scope and design. In particular,
a dearth of national data exist about the prevalence of incarceration among
transgender women, experiences of victimization or maltreatment while in
jail or prison, and the associations of these experiences with health-related
indicators.
Transgender inmates are considered a “special population” by
correctional systems in the U.S., yet little empirical research has been devoted
to understanding this subpopulation. Due to their expressed gender identity,
young transgender women are often rejected by their families and com-
munities and forced to strike out on their own (Garofalo et al., 2006).
Social marginalization can lead directly to disproportionate homelessness and
unemployment, which may then lead to illegal means of securing income
and housing (e.g., Galea & Vlahov, 2002; Link & Phelan, 1996; Reisner et al.,
2009), such as sex work, drug dealing, and petty theft or credit card fraud.
Importantly, socially marginalized communities also bear a disproportion-
ate burden of negative health outcomes on a population-level in the U.S.
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Incarceration rates have been disproportionately high among transgender
women, with estimates of incarceration history ranging from 37% to 65%
in convenience sample studies (Brennan et al., 2012; Clements-Nolle et al.,
2001; Garofalo et al., 2006; Reback et al., 2001). Further, incarceration has
emerged as a risk factor for poor health. In one study of young transgender
women in Chicago and Los Angeles, history of incarceration was signifi-
cantly associated with an index of four health and psychosocial factors (low
self-esteem, polysubstance use, victimization, and intimate partner violence)
(Brennan et al., 2012).
Gender affirmation, the process by which individuals are affirmed in
their gender identity through social interactions, represents a key social
determinant of health for transgender women (Sevelius, 2013), including
HIV risk behaviors. Jails/prisons facilities are “hypergendered” environ-
ments. Scholarship has focused on “hypermasculinity” among men in prisons
(Jewkes, 2005; Karp, 2010; Sabo, Kupers, & London, 2001), including
enactment of “hegemonic” masculine identities (Connell & Messerschmidt,
2005; Mosher, 1991) through violence, aggression, and dominance within
the restricted setting of jail/prison setting (Mosher & Serkin, 1984).
Hypermasculinity has been associated with sexual and physical aggression
toward women (Mosher & Anderson, 1986; Parrott & Zeichner, 2003).
Correctional systems are among the most highly gendered institutions
in our society, and most (if not all) policies dictate that transgender inmates
should be housed according to genitalia (Tarzwell, 2006). Transgender
women, who already face multiple intersecting layers of discrimination,
such as racism, classism, and sexism, often do not have access to gen-
der affirming surgical procedures, and not all transgender women desire
such surgeries. Thus, the majority of transgender women who interact with
corrections systems (i.e., poor transgender women of color) are housed
in men’s prisons. Transgender women housed in men’s prisons are par-
ticularly vulnerable to harassment, violence, and maltreatment from other
inmates as well as staff (Jenness, 2009). To protect transgender inmates,
some prisons place transgender women in special housing situations, such
as administrative segregation, or “Ad-Seg” (Tarzwell, 2006). While Ad-Seg
may temporarily provide protection from other prisoners, it often heightens
transgender women’s vulnerability to victimization by prison staff, and is a
harsher and more restrictive environment akin to solitary confinement. Often
referred to as “the jail” inside the prison, inmates in Ad-Seg lose privileges
they have while housed with the general population. Because transgender
prisoners are often sent to Ad-Seg for their own protection, they can stay
there indefinitely, while inmates who are sent there for disciplinary reasons
have defined sentences.
In the largest study of its kind to date, Jenness and colleagues
(2009) conducted 315 interviews of transgender female inmates housed in
men’s prisons throughout California (Jenness, 2009). They found that the
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Transgender Women with a History of Incarceration 753
prevalence of sexual assault by other inmates was 58.5% over the entire
incarceration history, 23.8% in the current housing unit. The prevalence
of sexual assault by staff was 13.6% over the entire incarceration history
and 0.6% in current housing unit. Assault by a law enforcement officer out-
side of prison was 15.2%. In an earlier report on violence in the California
correctional system among the general population of inmates found that
the prevalence of sexual assault was 4.4% in a random sample of male
inmates, but was 59% among the transgender sample (Jenness et al., 2007).
Incarceration itself may directly increase transgender women’s HIV risk, due
to sexual relationships, survival sex, sex work, and experiences of sex-
ual violence during incarceration. Furthermore, reports of HIV rates among
transgender women, especially those of color, are among the highest of any
risk group (Baral et al., 2013).
In addition, transgender women may be especially susceptible to
having their medical treatment withheld while incarcerated. The U.S.
Bureau of Prisons policy is to provide hormones at the level that was
maintained prior to incarceration (U.S. Dept. of Justice, 2005); however, in
practice wide variability has been observed in access to cross-sex hormones
(Brown & McDuffie, 2009). While even non-transgender women with
history of incarceration report inconsistent access to health care (Sered
& Norton-Hawk, 2013), the special needs of transgender women require
additional attention to ensure that their medical needs are met. Transgender
women may experience discontinuity of care due to prison transfers, lack of
providers willing to continue hormone treatment, and lack of a prescription
to document previous hormone use (Tarzwell, 2006). A discontinuity in their
medical treatment may leave them vulnerable to the multiple negative effects
of discontinuing hormone use abruptly. In one legal case, a U.S. District
Court found that prison officials violated a transgender woman’s right to be
free of cruel and unusual punishment by withholding her hormones, which
constituted necessary medical care (South v. Gomez, 2000).
The goal of the current study was to examine among transgender
women the sociodemographic and health correlates of ever being in jail or
prison in the National Transgender Discrimination Survey (NTDS), the largest
convenience sample of transgender adults conducted to date, with data col-
lected between September 2008 and March 2009 in the U.S. We also explored
experiences of victimization and mistreatment while in jail or prison, includ-
ing victimization perpetrated by inmates and by officers/staff and denial of
healthcare while incarcerated. Finally, we examined whether experiences of
victimization in jail/prison and denial of healthcare were each associated
with health disparities among transgender women with a history of incar-
ceration. These data highlighted the unique intersection of race, class, and
gender for transgender women to produce higher risk of incarceration and
negative health consequences.
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METHOD
Data Source
In 2008, the National Center for Transgender Equality (NCTE) and the
National Gay and Lesbian Task Force (NGLTF) partnered to conduct a
cross-sectional survey of transgender discrimination (Grant et al., 2011).
The National Transgender Discrimination Survey (NTDS) used purpo-
sive sampling techniques (Shadish, Cook, & Campbell, 2002) and con-
venience sampling methods recommended by the Centers for Disease
Control and Prevention to identify hard-to-reach populations, including
venue-based sampling and snowball sampling (Magnani et al., 2005;
Semaan, Lauby, & Liebman, 2002). Eligibility criteria for NTDS participa-
tion were: (1) being age 18 years or older; (2) voluntarily agreeing to
complete the survey; and (3) identifying as transgender. “Transgender”
was defined broadly to include those who transition from one gen-
der to another and those who may not choose to transition fully
socially, medically, or legally, including cross-dressers, people who con-
sider themselves to be genderqueer, androgynous, and those whose gender
nonconformity is a part of their identity. Inclusive language regarding
gender nonconforming was used to ensure broad participation in the
survey.
Two data collection methods were used to recruit the sample:
(1) an online survey link was distributed via electronic and digital
social networks, such as online listservs and email lists; (2) paper sur-
veys were selectively distributed to community-based healthcare and
social service organizations that agreed to do in-person, face-to-face
outreach to transgender people who were unlikely to get electronic
information about the survey or to be able to complete the survey
online.
The quantitative survey instrument contained questions about discrim-
ination in a variety of settings, including in jail or prison, and health
indicators. The survey took approximately 20 minutes to complete, and
no incentives were offered for participating. The anonymous survey was
fielded for six months from September 2008 through March 2009. The final
sample included 6,456 respondents from all 50 states. Eligibility and par-
ticipation rates were not collected or available. Institutional Review Board
(IRB) approval was obtained from Pennsylvania State University for NTDS.
Participants consented by checking a box on the first page of the survey
that they understood their participation was completely voluntary and that
all information they provided would be anonymous. The current secondary
analysis of NTDS data was reviewed by the IRB at Harvard School of Public
Health.
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Data Analytic Sample
Gender was operationalized using a two-step method to cross-classify natal
sex/gender identity status (step1: assigned sex at birth, step 2: gender
identity) (Sausa et al., 2009; Tate, Ledbetter, & Youssef, 2013). Those who
checked “male” assigned sex at birth were then cross-classified with current
primary gender identity (1 = male/man, 2 = female/woman, 3 = part-time
one gender, part-time another, 4 = gender not listed here). A total of
3,878 respondents who identified on the transfeminine/MTF spectrum were
included in this analysis. Among these respondents, 58.90% endorsed a
binary gender identity (described their gender as female/woman); 41.10%
indicated a non-binary gender identification (reported living part-time as
one gender, part-time as another gender, or identifying as a “gender not
listed here”).
Measures
All data collected were from questions that were specifically developed for
this survey, and psychometric properties were not evaluated.
INCARCERATION HISTORY
Participants were asked whether they had ever been in jail/prison in
their lifetime (yes/no) (outcome 1). Participants who reported having
been in jail/prison were also asked about experiences of victimization
and mistreatment. This included victimization from other inmates (harass-
ment, physical assault/attack, and sexual assault/attack) and from jail/prison
officers/staff (harassment, physical assault/attack, sexual assault/attack,
denied hormones, denied regular medical care). Two composite variables
were created: any victimization experienced while in jail/prison (yes/no)
(outcome 2) and any denial of medical care (yes/no) (outcome 3).
SOCIODEMOGRAPHICS
Age. Participants were asked to provide their current age in years.
We categorized age into three groups (18–24 years, 25–44 years, 45 years
and older) to be consistent with U.S. Census categories often used to age-
adjust prevalence in health research. The referent for age comparisons was
age 25–44 years. Here and for all variables in analysis, the largest category
was selected as the referent group.
Race/Ethnicity. Participants were asked to indicate their race/ethnicity
(all that apply). Race/Ethnicity was operationalized as: 1 = White (non-
Hispanic), 2 = Black/African American, 3 = American Indian or Alaska
Native, 4 = Hispanic/Latino, 5 = Other Race/Ethnicity, 6 = Multiracial
or Mixed Race. A binary indicator for people of color (any racial/ethnic
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minority yes/no) was also specified. The referent for all comparisons was
White (non-Hispanic).
Annual income and educational attainment. Respondents were asked
their annual household income (current gross annual household income
before taxes). Anticipating a nonlinear association of income and health
(Kawachi, 2000), income was initially coded into tertiles. The top two tertiles
were subsequently combined to compare respondents with lower income
(<$19,999) to those with higher income ($20,000–$99,999). The highest
income reported was $99,999. Also queried was the highest degree or level
of school respondents had completed. Education was categorized into high
school only or below versus some college or more.
Health insurance. Participants were asked their type of health insur-
ance. Participants were categorized as 1 = insured private, 2 = insured
public, and 3 = uninsured. The referent for all comparisons was private
health insurance.
Medical gender affirmation. Participants were asked about whether
they had ever taking hormones for transgender-related purposes (yes/no)
and whether they had ever had surgery for transgender related purposes
(yes/no).
SURVEY VARIABLES
Paper data collection methods were not implemented in all geographic
regions sampled; therefore, by design, the probability of paper versus
online response was zero for certain geographic areas. Geographic region
was therefore considered a potential confounder and was parameterized
to ensure a distribution of paper and online probabilities that would allow
exertion of some statistical control for geographic location. Four geographic
regions were specified: region 1 (29.9% New England/Mid Atlantic), region
2 (18.1% Southern), region 3 (37.4% Midwest/West), and region 4 (14.6%
California). The referent for geographic comparisons was Midwest/West.
Data collection method (online versus paper) was also specified as a
covariate.
HEALTH-RELATED INDICATORS
Seven health-related variables were considered: (1) current daily cigarette
smoker (current daily smoking/current occasional smoking or smoking not at
all); (2) substance use to cope with mistreatment (ever yes/no); (3) history of
suicidality (lifetime history of one or more suicide attempts yes/no); (4) self-
reported HIV serostatus (HIV positive/HIV negative or unknown); (5) sex
work involvement (ever engaged in transactional sex yes/no); (6) physical
assault/attack (ever physically assaulted/attacked yes/no); and (7) sexual
assault/attack (ever sexually assaulted/attacked yes/no).
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Statistical Analyses
SAS
®
version 9.3 statistical software was used to analyze data. Univariable,
descriptive statistics were obtained for all variables of interest. Distributions
of individual items were assessed, including missingness. Because in-person
recruited respondents who completed the survey via paper were more likely
to have missing item-level data than online respondents, violating the miss-
ing completely at random assumption required for valid statistical inferences
using list-wise deletion (Allison, 2001), data were multiply imputed. A fully
conditional specification (FCS) (Van Buuren, 2007; Van Buuren et al., 2006)
imputation method was used (5 burns), implemented in PROC MI with
the FCS statement. FCS is a semi-parametric and flexible imputation proce-
dure that specifies the multivariate model by a series of conditional models,
one for each incomplete variable. All subsequent statistical analyses were
conducted using the imputed dataset.
First, we compared transgender women (N = 3,878) with and with-
out a self-reported history of ever having been in jail/prison. Two
multivariable logistic regression models were estimated with ever incarcer-
ation in jail/prison (yes/no) as an outcome (outcome 1). The first model
included sociodemographics only (age, binary gender, race/ethnicity, edu-
cation, income, health insurance, medical gender affirmation, geographic
region, and data collection method). The second model added all health-
related indicators to the first model (daily cigarette smoking, substance use
to cope, suicide attempt, HIV, sex work, any physically assault/attack, and
any sexual assault/attack). Risk ratios (RRs) were estimated (Spiegelman
& Hertzmark, 2005) rather than odds ratios because the prevalence of
the outcome was >10%. Appropriate goodness-of-fit tests and diagnostic
statistics were used to evaluate fitted models for multivariable logistic regres-
sion (Hosmer & Lemeshow, 1980; Hosmer et al., 1997). No interactions of
variables were examined.
Second, analyses were restricted to transgender women who had been
in jail/prison (N = 748). We descriptively explored self-reported experiences
of victimization and denial of medical care while in jail/prison. We then
compared transgender women who had been in jail/prison by experiences
of victimization and by denial of medical care. Two multivariable logis-
tic regression models were estimated, first for any victimization while in
jail/prison ever (yes/no) (outcome 2) and then for any denial of medical
care (yes/no) (outcome 3). The model included sociodemographics (age,
binary gender, race/ethnicity, education, income, health insurance, medi-
cal gender affirmation, geographic region, and data collection method) and
health-related indicators (daily cigarette smoking, substance use to cope,
suicide attempt, HIV, and sex work). Any physically assault/attack and any
sexual assault/attack were not included as covariates due to collinearly with
the outcome.
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RESULTS
Sociodemographic and Health Correlates of Ever Having Been
in Jail/Prison
Overall, 19.3% of transgender women respondents reported having ever
been in jail/prison in their lifetime. In a multivariable model with
sociodemographics (Table 1, Model 1), respondents with a history of incar-
ceration were somewhat more likely to be binary gender-identified and
significantly more likely to be people of color, have low income, have lower
educational attainment, be publicly insured or uninsured compared to pri-
vately insured, and to have been sampled in-person compared to online.
No significant differences in geographic region or medical gender affirmation
between transgender women with and without history of incarceration.
Overall, people of color comprised 41.6% of transgender women with a
history of incarceration (311/748) and 18.4% of transgender women with
no incarceration history (576/3,130); aRR = 1.90; 95% CI = 1.54, 2.35;
p < 0.0001) (Figure 1). However, the racial/ethnic disparity in incarcera-
tion history was most apparent for Black transgender women (14.8% Black
versus 2.8% White). Black transgender women had three-fold increased
risk of correctional system engagement compared to white transgender
women (aRR = 3.26; 95% CI = 2.24, 4.75; p < 0.0001), adjusting for
sociodemographics (Table 1, Model 1).
Adding health indicators (Table 1, Model 2) revealed health dispari-
ties by history of incarceration. Compared to their counterparts who had
not been institutionalized, transgender women with a history of jail/prison
were disproportionately burdened by negative health indicators, including
smoking, substance use to cope, HIV-positive status, sex work, any physical
assault, and any sexual assault, even after adjustment for sociodemographic
characteristics. Adjusted RRs ranged from 1.32 to 2.87 across health out-
comes (all p < 0.05), indicating 32% to 187% higher risk of poorer health
for previously incarcerated women compared to those who had never been
incarcerated. The only exception was suicide attempt, which approached
statistical significance (p = 0.07). Furthermore, the racial, educational, and
health insurance disparities in jail/prison history remained significant even
when health indicators were added to the multivariable model.
Experiences of Victimization/Mistreatment and Denial of Healthcare
in Jail/Prison
Self-reported victimization and mistreatment while in jail/prison was
reported by 748 transgender women who reported a history of incarcera-
tion (Table 2). Overall, 47.0% of previously incarcerated transgender women
reported any victimization in jail/prison. Denial of health care was reported
by 24.5%.
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FIGURE 1 Racial/ethnic disparities in having been in jail/prison among transgender women
(N = 3,878).
TABLE 2 Victimization and Maltreatment in Jail or Prison Among Transgender Women
Reporting a History of Incarceration in Their Lifetime (N = 748)
%
Mistreatment from other inmates:
Harassed 37.4
Physically assaulted/attacked 16.7
Sexually assaulted/attacked 16.3
Mistreatment from jail or prison officers/staff:
Harassed 35.1
Physically assaulted/attacked 8.5
Sexually assaulted/attacked 6.9
Denied hormones 20.7
Denied regular medical care 14.5
Any mistreatment, victimization, or denial of healthcare in jail or prison 50.1
Any mistreatment or victimization 47.0
Any denied care 24.5
In a multivariable model, Black, Latina/Hispanic, and mixed
race/ethnicity transgender women of color disproportionately reported
violence while incarcerated, as did uninsured and publicly insured women,
and women who had ever taken hormones for gender affirmation (Table 3,
left column, Model 1A). Transgender women who had been victimized while
in jail/prison were more likely to report daily cigarette smoking, substance
use to cope, suicide attempt, and reported HIV-seropositivity compared
to transgender women who had not been victimized in jail or prison.
Adjusted RRs ranged from 1.49 to 2.06 across health outcomes (all p < 0.05),
indicating 49% to 106% higher risk of poorer health for transgender women
experiencing victimization while in jail/prison compared to those who did
not experience mistreatment while incarcerated.
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TABLE 3 Comparing Transgender Women With a Self-Reported History of Jail or Prison
(N = 748) Who Report and Do Not Report Experiences of Mistreatment and/or Victimization
(Outcome 1) and Denial of Healthcare (Outcome 2) While in Jail/Prison∗
Mistreated/victimized in
jail/prison 47.0%
Denied healthcare in
jail/prison 24.5%
Model 1B Model 2B
RR (95% CI) p-Value RR (95% CI) p-Value
Age
18–24 years 1.18 (0.72, 1.96) 0.51 1.07 (0.64, 1.82) 0.79
25–44 years 1.00 1.00
45+ years 0.61 (0.41, 0.92) 0.02 0.52 (0.33, 0.83) 0.006
Natal Sex/Gender Identity
Status
Non-binary gender identity 1.00 1.00
Binary gender identity 1.16 (0.76, 1.76) 0.49 1.81 (1.12, 2.92) 0.02
Race/Ethnicity
White (non-Hispanic) 1.00 1.00
Black 2.31 (1.17, 4.55) 0.02 1.17 (0.56, 2.47) 0.67
Native American/Alaskan
Native
1.66 (0.88, 3.14) 0.12 1.09 (0.55, 2.13) 0.81
Latina/Hispanic 2.73 (1.32, 5.67) 0.007 0.53 (0.21, 1.33) 0.17
Asian/Pacific Islander 1.85 (0.67, 5.12) 0.24 0.16 (0.03, 0.75) 0.02
Mixed Race/Ethnicity 2.51 (1.33, 4.71) 0.004 0.71 (0.35, 1.42) 0.33
Annual Income
High income 1.00 1.00
Low income (< $19,999) 1.20 (0.80, 1.79) 0.38 1.21 (0.78, 1.87) 0.39
Educational Attainment
Some college or more
education
1.00 1.00
High school only or less 0.86 (0.55, 1.35) 0.51 0.85 (0.52, 1.39) 0.52
Health Insurance
Private 1.00 1.00
Public 1.64 (1.05, 2.57) 0.03 2.21 (1.32, 3.69) 0.003
Uninsured 2.09 (1.31, 3.31) 0.002 1.58 (0.91, 2.72) 0.10
Medical Gender Affirmation
Hormones 1.76 (1.11, 2.79) 0.02 2.72 (1.64, 4.54) 0.0001
Surgery 0.94 (0.64, 1.36) 0.69 0.65 (0.42, 1.01) 0.05
Region
New England/Mid Atlantic 0.91 (0.57, 1.44) 0.69 0.47 (0.27, 0.84) 0.01
Southern 0.99 (0.62, 1.59) 0.97 1.21 (0.73, 2.01) 0.45
Midwest/West 1.00 1.00
California 1.19 (0.74, 1.94) 0.47 1.11 (0.66, 1.87) 0.70
Data Collection Method
Online 1.00 1.00
Paper 1.04 (0.58, 1.85) 0.89 1.10 (0.57, 2.14) 0.77
Health
Daily cigarette smoker 1.49 (1.04, 2.12) 0.03 1.37 (0.91, 2.04) 0.13
Substance use to cope 2.06 (1.45, 2.93) <0.0001 1.53 (1.04, 2.26) 0.03
Suicide attempt 1.87 (1.33, 2.62) 0.0003 1.14 (0.77, 1.68) 0.52
HIV positive 1.95 (1.07, 3.55) 0.03 1.57 (0.85, 2.91) 0.15
∗Bolded values indicate statistical significance at the alpha 0.05 level.
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Characteristics associated with having been denied healthcare while
in jail/prison were age, being Asian/Pacific Islander versus white (non-
Hispanic), binary gender identity, public health insurance, hormones for gen-
der affirmation, and substance use to cope (Table 3, right column, Model 1B).
DISCUSSION
This large study of transgender women in the U.S. found that transgender
women of color, particularly Black, Native American/Alaskan Native, and
mixed race/ethnicity women, disproportionately experienced corrections
system engagement relative to white transgender women. In addition, Black
and Latina/Hispanic transgender women were more likely to experience
victimization while incarcerated. Health disparities were associated with a
history of incarceration, as well as with victimization and/or mistreatment
in these settings. These findings demonstrate disproportionate rates of
incarceration among transgender women, especially among women of
color. Transgender women of color were not only incarcerated at higher
rates than White non-Hispanic transgender women, but also experienced
higher rates of victimization and mistreatment while incarcerated. The
intersecting forces of racism and transphobia produce multiple layers of
marginalization among transgender women of color, which may ultimately
result in a disproportionate burden of social, mental, and physical health
disparities.
An extensive report on violence in California prisons recommended
additional research on transgender inmates, with more empirical data on
a broad range of types of sexual assault including staff-on-inmate assault
(Jenness et al., 2007). To improve research on the situation faced by
transgender inmates in the U.S., federal agencies must improve data collec-
tion to capture accurately the number of transgender inmates, where they are
housed, their access and barriers to medical care, and their experiences of
violence and mistreatment from both inmates and staff. In addition, training
for prison staff is needed to improve knowledge about transgender inmates,
and trainings should be inclusive of medical staff, corrections staff, and legal
professionals. Furthermore, correctional intervention programs that address
and respond to the pernicious effects of hypermasculinity in jails/prisons
(Karp, 2010) are needed. Transgender peer educators and peer-led support
groups for inmates while they are incarcerated could improve HIV preven-
tion efforts and provide opportunities for inmates to share survival skills and
self-protection strategies. Housing transgender inmates is a complicated issue
that should be reviewed on a case-by-case basis with high priority given to
the safety of the inmate. All inmates should be ensured access to appropriate
medical care. For transgender inmates, the provision of hormones should not
be dependent on their ability to document proof of prior use.
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The disproportionate prevalence of incarceration among transgender
women, especially those of color, are ultimately the product of larger issues
of social marginalization and the intersectionality of racism, transphobia, sex-
ism, and classism. Any system that enforces strict gender segregation will
push transgender people to the margins, resulting in exclusion from social
programs and support that non-transgender people generally benefit from.
Gender segregation policies related to incarceration alternatives, drug treat-
ment programs, homeless shelters, and other social welfare programs should
be examined to understand fully how the exclusion of transgender people
may contribute to their high rates of incarceration.
This study had several limitations that should be noted. First, data were
from a cross-sectional survey; thus, any relationships observed between
variables were associations only and cannot be presumed to be causal
because temporal relationships were not established. Second, we did not
have any information about the length of time a person was incarcer-
ated, the length of time that had elapsed since incarceration, whether
they were incarcerated in a jail, prison, or juvenile justice facility, whether
they were presenting as transgender while incarcerated, or what the rea-
son was for incarceration. Therefore, we do not know how these factors
may have influenced our results. Last, all measures in NTDS were devel-
oped specifically for this survey. Lack of validated measures could have
resulted in misclassification of information and non-comparability of data to
other studies that have used standardized instruments. Despite these lim-
itations, this is the largest sample of transgender women enrolled to date
and provides key information to guide public health and policy efforts,
including the importance of contextualizing health adversities (Sevelius et al.,
2009; Sevelius, Keatley, & Gutierrez-Mock, 2011). These public health and
policy efforts must be fully guided by the awareness that the intersec-
tion of racism, transphobia, sexism, and classism may create conditions
of marginalization at all levels of society for transgender women of color
that make them extremely vulnerable to a multitude of psychosocial and
health disparities that must be addressed with multi-level, multi-systems
approaches.
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